to assess the effects of procedure type on outcomes, controlling for a range of demographic and clinical variables.
The incidence of breast implant rupture, an important complication, is on the increase. Ruptures usually start as shell rupture, gradually progress into intracapsular rupture, and finally progresses into extracapsular rupture or silicone granuloma. It is recommended that ruptured implants are exchanged before they progress into silicon granuloma. However, since a lower rate of lifetime reoperations is desirable, it is important to ascertain the appropriate time to undergo the operation. Although magnetic resonance imaging is the golden standard for detecting ruptures, ultrasonography is lately recognized as a fast and convenient option. The aim of this study is to reveal rupture rates and to define typical signs of shell rupture and intracapsular rupture.
MetHoDs:
This study included 345 women with 460 implants (379 breast reconstruction and 81 contralateral breast augmentation, all of them were Natrelle 410 breast implants) who had undergone breast reconstruction surgery after mastectomy from 2005-2010 in our institute. From 2014, the authors started ultrasonography on annual visits. Plastic surgeons or ultrasound technicians evaluated implants with high frequency linear probe(12MHz) and classified them into 5 signs (normal, minor shell split, isolated liquid sign, hyperechoic gel between capsule and shell, and hyperechoic inner silicone gel). Magnetic resonance imaging and implant exchange were performed on possibly ruptured implants.
Results: Follow-up rate was 86%. Overall rupture rate at over 5 years was 3.3%(15 of 460 implants). Of those, 9 implants had intracapsular rupture (all of them were exchanged) and 6 implants had shell rupture (2 were exchanged and 4 were put on continuous follow-up). Two explanted implants which had shell rupture showed the ultrasonographic signs of minor shell split or isolated liquid sign. Even though there were very small holes in the shell, shell ruptured implants kept their form and cohesiveness. Nine implants which had intracapsular rupture no longer kept their original form so it was difficult to remove their leaked gel completely. Intracapsular ruptured implants showed both signs of hyperechoic gel between capsule and shell, and hyperechoic area in silicone gel.
ConClusions:
Overall rupture rate was similar to the Natrelle 410 Core Study. In this study, we could distinguish between shell rupture and intracapsular rupture using ultrasound. And implants that had shell rapture were put on careful follow-up until they progress into intracapsular rupture.
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American population, but there is limited literature on creation of the male nipple-areolar complex (NAC) from the female NAC. Studies have been performed to assess the dimensions and positioning of the ideal male nipple, 1,2 but there are limited techniques to developing that ideal from a female NAC, which tend to have a larger areola, a more prominent nipple, and a different anatomic location. 3, 4 We have developed specific techniques and an algorithm to help create the ideal male NAC in the transgender population MAteRiAls AnD MetHoDs: 125 FTM patients underwent either periareolar or subcutaneous mastectomies with extended subpectoral incisions at the University of Utah. From the patient population, an algorithm was developed assessing the type of female NAC (large or small) and subsequently, creating an aesthetically appropriate male NAC from the nipple and areolar tissue. We also determined a simple method to determine the ideal position of the NAC using the borders of the pectoralis major muscle.
Results:
We found that in the 112 subcutaneous mastectomies with an extended subpectoral incision, free nipple graft was ideal for creation of the male NAC. Of patient's that benefited from free nipple grafting, 32 patients had a large female NAC requiring creation of a composite male nipple by separately harvesting areolar and nipple tissue and creating a neonipple areolar complex. 80 of the free nipple graft patients had a small female NAC requiring harvest of the nipple with a measured cuff of areolar tissue to create the male NAC. In the 13 periareolar mastectomies, reduction of nipple projection was ideal for creation of the male NAC. This consisted of excision of excess nipple volume via a Mercedes incision. Ideal nipple positioning on the chest wall was found to be 1 cm above the inferior border and 1cm medial to the lateral border of the pectoralis major muscle in all FTM patients.
ConClusion:
At the University of Utah, we have established an algorithm for creation of a male NAC from a female NAC in FTM population, correcting for differences associated with the NAC size and the type of procedure performed. We also have identified a simple manner to aesthetically position the nipple on the chest wall using anatomic landmarks associated with borders of the pectoralis muscle.
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